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Early repolarisation and J wave syndromeWe readwith interest the review article by Sethi et al in the
recent issue of Indian Heart Journal which was timely, pro-
vocative and provided a thorough overview of this complex
electrophysiologic anomaly (Indian Heart Journal 66: 2014
443e452). The authors must be congratulated for this brilliant
overview.
However, there are several errors, which have surrepti-
tiously emerged in the article. For example the lower panel in
Figure 3 is labeled as Type 1, 2 and 3 of ER syndrome rather
than Brugada syndrome.
While describing the characteristics of ER, the authors
correlated it to “pseudo delta wave”. ER is a phenomenon as a
result of abnormalities of I to current e an abnormality of
repolarization at Phase 1 of monophasic action potential,
which appears at the end of depolarization. However, delta
wave appears at the beginning of the QRS duration due to
preferential conduction over the accessory pathway leading to
an abnormality of depolarization-a characteristic that isDOI of original article: http://dx.doi.org/10.1016/j.ihj.2014.06.
002.completely distinct form ER as it affects Phase 0 of mono-
phasic action potential.
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http://dx.doi.org/10.1016/j.ihj.2015.02.019PCI in a single coronary artery from right aortic
sinus: A rare caseA single coronary artery is a very rare anatomic anomaly,
present in 0.06% of coronary arteriograms.1 Although these
anomalies and stenosis of anomalous vessels have been
described previously, treatment of atherosclerotic lesions by
PCI (Percutaneous coronary intervention) has rarely been re-
ported. There is a definite procedural risk during PCI in pa-
tients with a single ostium because dissection with the
guiding catheter would result in a catastrophic event. Addi-
tionally, technical difficulties may occur due to the course of
the branch to be stented. We report a very rare case of a singlecoronary artery from right aortic sinus inwhich successful PCI
was performed on both LCA (left coronary artery) and RCA
(right coronary artery) arising separately from a single right
coronary artery (see Figs. 1e4).
A 56 year old male, without any conventional risk factors,
had presented with anterior wall myocardial infarction. He
was taken up for primary PCI but his LCA was not visualized
and the coronary anatomy was not clear. So he was throm-
bolysed with tenecteplase and a CTA (CT angiography) of cor-
onaries was planned to look into the coronary anatomy later.
His CTA revealed a single right coronary artery with a pre-
pulmonic course having lesions in both LCA and RCA. Sub-
sequent Coronary angiography showed lesions in proximal
Fig. 1 e CART showing single coronary artery arising from
right sinus and lesions in proximal and distal long LMCA,
plaques in proximal RCA and tight lesions in distal RCA.
Fig. 2 e Stent being deployed in distal LMCA with wires in
both LCA and RCA.
Fig. 3 e CART after stent deployment in proximal and distal
LMCA and in distal RCA.
Fig. 4 e CTA showing both RCA and LCA arising from a
single right coronary artery with a pre-pulmonic course.
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RCA. Options of surgical revascularization vs PCI were
considered and discussed. We decided to give PCI a try
because of: 1) pre-pulmonic course of the anomalous artery 2)
patient's desire 3) discrete and focal lesions in both proximal
and distal LMCA.We were able to perform a successful PCI of
the lesions using a JR 3.5 6F guide, taking a PTCA wire in the
RCA initially as support and subsequentlywemanaged towire
the LCA after giving adequate shape to the wire and after
much struggling.Several classifications of single coronary arteries have
been described; however, the most robust is the classification
by Lipton et al.1 This classification combines site of origin and
anatomical course of the single coronary artery (Table 1). Our
case could be classified as Lipton type R-II and is a very rare
(12%) type of single coronary artery.2 A literature review
identified six reports3e8 of PCI performed in single right
coronary artery anomalies. Most cases were type R-III and
PCI was generally performed on the right coronary artery
branch. To the best of our knowledge, the present case is the
first patient with an R-IIA-type single coronary artery
Table 1 e Lipton classification.
Site of origin Anatomical course
L type Group I
Single coronary artery arising
from the left sinus of
Valsalva
Anomalous coronary artery as a
distal portion of other
coronary artery follows the
anatomical course of either a
right or left coronary artery
R type Group II
Single coronary artery arising
from the right sinus of
Valsalva
Anomalous coronary artery that
arises from the proximal part
of the normally located
contralateral coronary artery
then crosses the base of the
heart to assume its inherent
normal position
Group III
The left anterior descending and
circumflex arteries arise
separately from the proximal
part of the normal right
coronary artery
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though there is case report of recanalized LCA following
thrombolysis in a patient with R-IIA-type single coronary
artery.9
The present casemeritsmention because of several points:
1) Intervention in a single coronary artery has been rarely
reported and in type R-II it is all the more rare. 2) A new
technique of using the wire as support, using a normal JR
guide and then attempting to wire the LCA after giving
adequate shape to the wire is being described when all at-
tempts at using multiple guide catheters fail and before
sending the patient for CABG. 3) Role of CTA in visualizing
coronary artery anomalies is also highlighted.r e f e r e n c e s
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